State of California-Health and Human Services Agency California Department of Public Health

INSTRUCTIONS FOR COMPLETION OF THE
AIDS MEDI-CAL WAIVER PROGRAM
MEDI-CAL PROVIDER APPLICATION

DO NOT USE staples on this form or any attachments.

DO NOT USE correction tape, white out, or highlighter pen or ink of a similar type on this form. If you must make corrections, please
line through, date, and initial in ink.

DO NOT LEAVE any questions, boxes, lines, etc. blank. Enter N/A if not applicable to you.

This form is part of an application for enroliment or continued enroliment as a provider in the AIDS Medi-Cal Waiver Program (MCWP).
Applicants and providers must also provide additional information and documentation. Applicants and providers may be subject to an
on-site inspection and to unannounced visits prior to enrollment or approval for continued enrollment in a program. In addition to this
form and requested documentation, a Medi-Cal Disclosure Statement (DHCS 6207) and a Medi-Cal Provider Agreement (DHCS 6208)
must also be completed for enrolliment or continued enroliment. Additional information can be found on the Medi-Cal Web site
(www.medi-cal.ca.gov) by clicking the “Provider Enrollment” link.

Omission of any information or documentation on this form or failure to sign any of these documents may result in any of the
denial actions identified in Title 22, California Code of Regulations (CCR), Section 51000.50.

You must attach copies of Centers for Medicare and Medicaid Services/National Plan and Provider Enumeration System
(CMS/NPPES) confirmation letters for each National Provider Identifier (NPI) submitted with your application package.

Enrollment action requested — check all that apply. Enter the date you are completing the application.
“New provider” — check if the applicant is not currently enrolled in the MCWP as a provider with an active number.

“Change of business address” — check if the applicant is currently enrolled in the MCWP and is requesting to relocate to a new
business address and vacate the old location.

“Additional business address” — check if the applicant is currently enrolled in the MCWP and is requesting enrollment for an additional
business location.

“New Taxpayer ID number” — check if a new Taxpayer Identification Number (TIN) was issued by the Internal Revenue Service (IRS).
“Change of Ownership” — check if there is a change of ownership as defined in Title 22, CCR, Section 51000.6.

“Acceptance of Successor Liability with Joint and Several Liability” — check this box only if you are submitting this application pursuant
to Title 22, CCR, Section 51000.32 and have already submitted or have enclosed a letter that meets the requirements of Section
51000.32(a)(1).

“Cumulative change of 50 percent or more in person(s) with ownership or control interest” — check if there is a cumulative change of 50
percent or more in the person(s) with an ownership or control interest, as defined in Title 22, CCR, Section 51000.15, since the
information provided in the last complete application package that was approved for enrollment.

“Sales of assets (50 percent or more)” — check if 50 percent or more of the assets owned by the corporation, at the location for which a
provider number has been issued, are sold or transferred.

“Continued Enrollment” — check if the applicant is currently enrolled as a MCWP provider and has been requested by the Department to
apply for continued enrollment in the Medi-Cal program. Do not check this box unless you have received notification from the
Department, pursuant to Title 22, CCR, Section 51000.55. List active provider Number(s).

Check the box labeled “I intend to use my current...” if you intend to use your current provider number to bill for services delivered at
this location while this application request is pending. This action places the provider on provisional provider status, pursuant to Title
22, CCR, Section 51000.51.

“Type of entity” — check the box which applies to your business structure. Your corporate status will be verified using the corporate
number and state in which incorporated. If a partnership, you must attach a legible copy of the partnership agreement. If you check
“other,” list the type of legal entity.

1. *“Legal name” is the name listed with the IRS.

2. “Business name” is the name of the applicant or provider if different from that listed in number 1. If this is a fictitious business
name, provide the Fictitious Business Name Statement/Permit number and effective date. Attach a legible copy of the
recorded/stamped Fictitious Business Name Statement/Permit to the application.

3. “Business telephone number” is the primary business telephone number used at the business address. A beeper number, cell
phone, answering service, pager, facsimile machine, biller or billing service, or answering machine shall not be used as the primary
business telephone.
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